Osteoarthritis (OA) of the hip was until fairly recent times thought of as a randomly occurring-and probably universal-degenerative disorder of the joint associated with ageing. More critical observation, however, has led to a reappraisal of this view. Epidemiological studies have shown that OA in general is more common in women than in men. ' OA of the hip is much more common in Caucasian peoples than in the Southern Chinese2 or South African Negroes.3 Even within a population group where OA of the hip is common (e.g., Caucasian females), the prevalence differs significantly in specific subsets. Thus patients with fracture of the femoral neck, despite their advanced age, seldom have any sign of hip OA.
These findings prompted the hypothesis that patients with OA of the hip constitute a definable subset of the normal population, with physical characteristics that predispose to 'joint failure. ' This paper presents a comparative study of somatotype, bone status, disc degeneration, polyAccepted for publication 3 Mlarch 1981 Correspondence to Professor L. Solomon 
Results

OA OF THE HIP
The prevalence of radiographic OA of the hip in the normal population is shown in Table 1 . OA of all grades was more than twice as common in men as in women. Severe OA (grades 3 and 4) occurred in 6-2% of men and only 0-9% of women in the random survey.
The prevalence of OA in the hip joints of patients in the OA and fracture groups is shown in Table 2 . The figures confirm the general observation that OA of the hip (and certainly severe OA) is very uncommon in men and women with femoral neck fractures.
SOMATOTYPE
Patients with OA of the hip were on average somewhat shorter and heavier than the mean for the normal population, but these differences were not statistically significant.
Detailed somatotyping for the 2 patient groups is shown in Figs. 1 and 2. There were significant differences between the 2 groups: all but 4% of those with OA were endomorphic mesomorphs, while 25% of those with femoral neck fracture had features of ectomorphy.
Discriminant analysis within each sex group was carried out to determine which factors allow significant differentiation of the 2 patient groups. The results are shown in Table 3 . The only variables which contributed to a statistically significant degree towards discrimination between the OA and fracture groups were the biceps girth in females and the calf girth in males. A particularly interesting finding emerged when all patients from both groups were pooled and then divided for comparison on the basis of severe (grade 3-4) or mild (grade 0-2) OA of the distal inter-1 0-phalangeal (DIP) joints. This was done in order to determine whether patients with polyarticular DIP arthritis had a greater than usual liability to develop OA of the hip. The results are shown in Table 5 . As might be expected, those with severe DIP arthritis had a significantly higher incidence of proximal interphalangeal (PIP) and metacarpophalangeal (MCP) arthritis. The same was true of the knee but not of the hip, where severity of DIP arthritis did not appear to be correlated with coxarthrosis.
Caucasoid Female
A OA Group * FNF Group Neither frank chondrocalcinosis nor the lesser degrees of periarticular calcification were particularly common in patients with OA hip. On the contrary, the highest incidence of joint calcification (19-2% of patients) occurred in the fracture group-i.e., those with the lowest incidence of hip OA (Table 6 ). thereafter tended to remain at the same level during the postclimacteric period, which is usually associated with progressive osteoporosis. The difference in bone density was accompanied by differences in body build. The finding that biceps girth in women and calf girth in men are significant discriminant factors in the 2 clinical groups may be related to differences in physical activity between the 2 groups. This finding warrants further exploration.
The near absence of OA hip in the fracture group can theoretically be explained by postulating that poor muscle bulk and diminished physical activity lessen joint loading, while osteoporotic bone is a good shock absorber which further protects the overlying cartilage against peak overload.
The present study did not confirm previous suggestions that OA hip is more common in women than in (Figs. 9 and 10) .
Any hypothesis which seeks to explain the variable appearances of osteoarthritis must deal with 4 interacting factors: (1) mechanical overload; (2) inflammatory disease or cartilage degeneration; (3) good bone response; (4) poor bone response. A structural schema is presented in Fig. 11 .
Extending this concept to a unitary hypothesis we suggest that the end-stage condition of any single joint which we call 'osteoarthritis' is the balance between articular destruction and repair (Fig. 12) . If destruction is rapid (e.g., after septic arthritis, or in rheumatoid disease) and the repair phenomenon is poor the result will be an 'atrophic' arthritis. The same would be true of other nonspecific inflammatory disorders of joints which lead to rapid break-up of cartilage. If destruction is slow (e.g., due to minor anatomical or mechanical disorders causing localised overload), and especially if this begins at a young age when repair phenomena are still active in the remaining cartilage and bone, the result will be a 'hypertrophic' arthritis.
In the scheme described here 'osteoarthritis' disappears as a pathological entity and is reborn as a time-related process involving the interplay of load, inflammatory disease, and cartilage and bone repair.
